SUMMARY
INTRODUCTION
Evaluated in this special supplement of Health Promotion International, a strong red thread weaves through the performance of the World Health Organization European Healthy Cities Network (WHO-EHCN). Essential values and principles remained at the core of the movement over the first four phases (1987 -1992, 1993-1997, 1998-2002 and 2003 -2008) and into Phase V (2009 Phase V ( -2013 . Municipalities, the key drivers of city health development, have also provided continuity in administrative structures and processes. City leaders do not turn their institutions and policies upside down every time the WHO-EHCN alerts cities to new international developments in public health. Yet over 20 years, they have consistently supported international strategies calling for holistic, integrated, intersectoral, systematic, coordinated, participative and accountable approaches to development in all its aspects.
By the end of Phase I, it was evident that a series of small-scale projects had become a movement embraced by many cities in Europe and beyond (Kickbusch, 1989 : Tsouros, 1990 . Figure 1 illustrates both this expansion and continuity of membership over the first three phases. Membership expanded from 34 cities in Phase I to 37 in Phase II and 56 in Phase III (full list in Appendix 1). Twenty-two of the 34 pioneering cities of Phase I retained membership through to Phase III. City mayors have demonstrated their commitment by signing up to the WHO-EHCN, a formal requirement of membership (WHO Regional Office for Europe, 1997) and attending regular business meetings. Eighty-nine politicians joined 685 professionals and technicians from 211 cities at the Belfast international conference in 2003 which concluded Phase III and provided much of the material for authors of articles in this supplement.
Counterbalancing this continuity, Healthy Cities have also been responsive to the great political and economic changes sweeping across Europe and transforming the global environment. In their article in this supplement, Lawrence and Fudge (Lawrence and Fudge, 2009 ) analyse this wider context for urban health, highlighting supranational forces at work, yet pinpointing an important local role for municipalities and their partners. City administrations are faced with major decisions in a highly complex and changing internal and external environment: ecological, public health and social demands, decentralization trends, economic development challenges and opportunities, metropolization, consumerist and community pressures, technological developments, new democratic processes and reforms in several countries, as well as the challenge of being open and living up to new ideals.
The evidence base for a Healthy Cities approach became much more robust over the first three phases of the Network. Many of the articles refer to WHO guidance documents commissioned by the WHO Regional Office for Europe which has managed the WHO-EHCN. These include indicators and profiles (WHO Regional Office of Europe, 1995) , city health development planning (WHO Regional Office of Europe, 1996) , healthy urban planning (Barton and Tsourou, 2000) and community participation (WHO Regional Office of Europe, 2002) . The social model of health was popularized by Dahlgren and Whitehead (Dahlgren and Whitehead, 1992) The challenge for cities is not now one of scientific or technical know-how but of the social and political applications of answers already known. It takes time to develop a policy response to difficult and complex concepts. It took many governments more than 15 years to develop policies based on a proven link between poverty and health. The realpolitik of municipal governance is to seek 'early wins'-a health gain from additional expenditure within the political cycle of elections. Yet, as Ron Draper hypothesized in the first evaluation of Phase I (Draper et al., 1993) , reforming a city's public health system according to a Healthy Cities model would take 4 -8 years: systematic improvements in population health would take 5-10 years ( Figure 2 ). It is taking as long for cities to respond systematically to many determinants of health and sustainability located in the urban environment. Cities that wish to be in the forefront of development today must possess the space, the time, the energy and the leadership, the skills and expertise to respond to new ways of thinking and doing and to take advantage of new opportunities.
METHODOLOGY
The scope of the collection of evaluations undertaken by the authors of this special supplement is based on four assumptions: (i) the principle of health for all is a goal of any civilized society and requires the active involvement of citizens; (ii) city context is important in determining health status; (ii) city administrations and their local partners are responsible The World Health Organization European Healthy Cities Network i5 for multiple interventions to improve the life of their citizens; and (iv) pathways from intervention to health improvement are complex and require an assessment of structures and processes in addition to measures of impact. These assumptions are supported by earlier evaluations of Phases I and II (Draper et al., 1993; de Leeuw, 1998) .
The topic for evaluation is therefore complex and not amenable to orthodox public health research paradigms, classically embodied in randomized, double-blind, controlled drug trials primarily designed to isolate and attribute health impact to a single intervention. Though there is value in quasi-experimental designs (or natural experiments) seeking to attribute health gains to a specified improvement in, for example, transport or housing or via an education programme, it is however difficult to mimic the clinical laboratory by the social laboratory represented by the city as a whole. In an earlier article, we refer to the methodological challenges posed by including within the scope of holistic evaluation (Green and Tsouros, 2007 ) the four defining assumptions referred to above (i)-(iv). In this supplement, de Leeuw proposes a utilitarian and policy relevant methodology as an alternative to orthodox research paradigms, maintaining in effect that it is both feasible and desirable to encompass evidence relating to all four assumptions (de Leeuw, 2009) .
Individual topics for evaluation were selected to test these assumptions; first goals and principles. Authors were asked to evaluate the achievements (and disappointments) of the WHO-EHCN against our original goals and the specific objectives of Phase III. The goals are (a) to put health on the agenda of decision makers in Europe; (b) to build a strong lobby for public health at the local level; and (c) ultimately to enhance the physical, mental and social well-being of people who live in cities. A set of principles and values have underpinned all the phases of the network. They are firmly rooted in the goal of Health for All adopted by the European Region of WHO (WHO Regional Office of Europe, 1985) and the citizen involvement promoted by the Ottawa Charter for Health Promotion (WHO, 1986) .
Evaluators also address the specific characteristics of Phase III of the network. Though there was continuity with Phase II, the requirements for membership of Phase III were more stringent, the agenda more ambitious and the deliverables more explicit. Cities were asked to demonstrate commitment at the highest political level in the municipality and across those agencies with leverage on the multiple determinants of health. Equity in health was explicitly linked to issues of environmental sustainability and healthy urban planning. In partnership with cities in Phase II, WHO endorsed an ever more strategic approach to city health development planning. Community participation and empowerment were encouraged, as in previous phases, but linked in Phase III as much to policy development as to action projects. In summary, the evaluators were asked to appraise the implementation of an increasingly sophisticated Healthy Cities model of change.
Articles in this special supplement are based on a collection of 10 complementary evaluations undertaken by authors. Their common method was to triangulate evidence from five primary sources and to draw on international scientific studies for context and theoretical frameworks. The first primary source was reports, profiles and plans produced both by WHO-EHCN and the WHO Regional Office for Europe. Second was a collection of 44 completed evaluation questionnaires from 56 sent to all cities participating in Phase III. Third was a series of face-to-face interviews which followed i6 A. Tsouros up questionnaire responses, designed to elicit more evidence, fill gaps and resolve ambiguities. Fourth was evidence contained in cities' applications for Phase IV. Fifth, evidence was drawn from participant observation by authors (especially Erica Ison and Hugh Barton) whose expertise had been utilized by WHO-EHCN during Phase III.
DISCUSSION: THE VERDICT
Much of the evaluation summarized is evaluation by the cities themselves, processed and appraised by experts in the field. Essentially cities were asked to report and assess their own performance and the degree to which membership of the EHCN helped them make progress. They were asked primarily about what they had taken from the EHCN. Their response was generally very positive on every front. Representative case studies and quotations support their assessment. It is helpful here to further distinguish two elements of the EHCN architecture. It is in essence a series of nodal points (the cities) and a web of connections between these nodes. The WHO Regional Office for Europe acts as a webmaster, (a) interacting with cities and (b) supporting the interactions between cities. Figure 3 represents an ideal, with WHO in both a supporting and leading role at the centre and the member cities interacting with WHO and with each other. The reality of course is that in Phase III as in other phases, there were cities with closer connections to others in a sub-group, often based on common language, national identity or cultural and regional identity in the case of the Baltic Healthy Cities. There are also strong mentoring links, for example between Belfast, Sarevjo and the Bosnia and Herzegovina Network of Healthy Cities.
The EHCN may be characterized as both supporting innovation and minimizing risk. Innovation has arisen from synergies between cities and from the role of WHO in synthesizing the whole European experience. Cities perceived such benefits; some highlighting practical economic efficiencies, others reporting how association with the network led their decision-makers to take a broader, more strategic perspective.
Membership of the EHCN means reducing the risk associated with innovative policies and programmes. When most European municipalities take responsibility for health, they move into a domain often dominated by health service providers at a provincial, regional or national level. They take a political risk in moving into (for them) a non-traditional area of policy, where other agencies may regard themselves as having primary competence. Backing from a WHO network gives municipalities increased legitimacy to extend their ambit, both into strategic health development and to specific plans, policies and programmes. The international political status of WHO and the EHCN are important, but scientific legitimacy is conferred on interventions which are supported by evidence drawn from the European experience.
The verdict, however, should also account for the contribution of EHCN and the national networks to health and social development in the European region and beyond (Figure 4) . The project has brought together innovative urban health projects for wider application both at a city and national government level. Indicators and profiles on health and environment and economy are shared with other networks and harmonized with the work of the European Union. Tools have been developed to link Agenda 21 with health; to identify the social determinants of health; to reconnect health with urban planning and assess the health impacts of policies, programmes and projects. All have value for cities outside the networks and for national governments and international agencies in the European Region and beyond. 
The World Health Organization European Healthy Cities Network i7

CONCLUSION: THE FUTURE
The project has given cities a voice in Europe, legitimacy to act locally yet take to the European stage. We have much to be proud of. The principles and values which underpin our network have endured the political and economic vicissitudes of a rapidly changing European Region of 53 member states. The red thread which provided continuity through all the previous phases will weave again through Phase V of the WHO-EHCN. We have a great opportunity to consolidate successes. Network cities already have impressive results to show and these should be exported across the European Region. There are rewards to be had, fruit to be taken, from a sustained commitment. We now have more resources at our disposal to make a difference in the lives and health of people who live and work in cities.
Yet, it is also necessary to innovate and develop further. EHCN will disappear if it becomes introverted, cautious and sclerotic. Our message will lose focus if we simply ride on enthusiasm and conviction rather systematic evidence and solid facts. This is why phases IV and V are much more strategic and evidence based than the previous phases. We envisage that the coherence of these core themes will encourage a more dynamic EHCN. All cities in the later phases sign up to developing all the core themes in their cities, but our expectation is that a small committed group of cities will form sub-networks to provide leadership. With the support of WHO, these smaller theme groups of up to a dozen cities will work strategically with research institutes, applying the best of European theory and practice to developing health at a local level. We, and the cities already involved, will be in two-way communication with the wider network of cities, disseminating knowledge and accounting for positive and negative feedback.
Cities (and governments) must take evaluation seriously, incorporating results into policy and social processes, without losing sight of social dynamics, creativity and social entrepreneurship. You do not have to pull a radish out of the ground to know it grows. Healthy Cities grow. They require nourishment, support and healthy scepticism. Formal evaluation helps. But there is no doubt that it is the insight of communities, citizens, opinion leaders and their institutions, which will make the radish grow.
FUNDING
This overview is based on evaluations commissioned by the WHO Regional Office for Europe. 
